Introduction
The presentation of patients with venous thromboembolism (VTE), ranging from asymptomatic deep vein thrombosis (DVT) to fatal pulmonary embolism (PE), is commonplace in emergency centres in high-income countries [1, 2] . It is also a common cause of morbidity and mortality [3] . However, little data exist regarding the incidence and management of VTE in low-and middle-income countries (LMICs) [4, 5] .
Some of the conventional risk factors for VTE include increasing age, cancer, obesity, smoking, surgery, immobilisation and hormone therapy [3] . Despite initial controversy, Human Immunodeficiency Virus (HIV) infection is now acknowledged as an independent risk factor for VTE [3, 6] . Due to the higher prevalence of HIV infection in LMICs, particularly in sub-Saharan Africa, patients who present with VTE may have very different characteristics than patients who present with VTE in high-income countries [7] .
Given the growing burden of VTE worldwide and the paucity of data from LMICs, the aim of this study was to audit the characteristics, risk factors and length of hospital stay of patients with VTE presenting to a tertiary hospital emergency centre. Patients presenting with VTE were identified through the emergency centre registers as well as the radiology department records of DVT ultrasound and computed tomography pulmonary angiograms for PE. The files of these patients were then retrieved from the records department and the data captured by a single abstractor according to a structured data collection sheet. Common VTE risk factors (Table 1) were sought within the patient files. As the study was an audit, the abstractor was not blinded to the outcomes. Any conflicting data were discussed and clarified with an emergency physician.
Methods
Patients were only included if they had presented to the emergency centre with a complaint that lead to a diagnosis of PE or DVT (i.e. hospital-acquired VTE was not included). Patients were included even if the diagnosis was not made or suspected in the emergency centre.
Patients that were admitted with VTE were given subcutaneous low molecular weight heparin (enoxaparin) and then bridged to oral warfarin.
Results
Venous thromboembolism was identified in 74 patients; 56 (75.7%) with isolated DVT and 13 (17.6%) with isolated PE. There were five (6.8%) patients who had a concurrent DVT with PE.
The median age of the patients with VTE was 40 years (range 19-90). Thirty-five patients (47.3%) were below the age of 40 years ( Fig. 1 ). There was no statistically significant difference between the median age of patients with DVT (39 years; range 23-90) compared to the median age of patients with PE (44 years old; range 19-73). 74% of the patients with VTE were Black, 15% Coloured and 11% Caucasian. The female to male ratio was 2:1. Venous thromboembolism risk factors that were identified from the patients' files are summarised in Table 1 .
There were 30 HIV positive patients below the age of 50 years (85.7% of all HIV positive patients). Twenty-four (68.6%) of the HIV positive patients were taking highly active antiretroviral therapy. Fig. 1 shows the distribution of HIV infection per age group.
The median duration of hospital stay was 14 days (range 4-36). Hospital length of stay is shown in Fig. 2 .
A therapeutic International Normalised Ratio (INR) at discharge was reached in 36.5% (n = 27) of patients, while a therapeutic INR was not reached in 18 (24.3%) patients; follow-up was arranged for a repeat INR in the latter group. The INR at discharge was not documented in 29 (39.2%) patients.
Discussion
Whilst only 1:1000 patients who presented to the emergency centre had VTE, the significance of the potential morbidity and mortality associated with this condition outweighs its relative scarcity. This is marginally higher than rates reported in the literature of 67-80 per 100,000 people [2] .
Similar to previous studies, DVT was unsurprisingly more common than PE [1] . Although increasing age is known to be a risk factor for VTE, the median age of our population was 40 years, which is the same as that found by Awolesi et al. at an urban district hospital in KwaZulu-Natal, South Africa [8] . The younger age of these patients is most likely related to the higher rate of HIV infection in this age group (Fig. 1) . HIV infection was the most commonly associated risk factor for VTE, followed by tuberculosis. Some of the patients with HIV had co-infection with tuberculosis. This may have contributed to VTE in itself but also may have been potentiated by the immobility secondary to chronic illness, further predisposing them to VTE. Although male gender is known to be a risk factor, as with Awolesi et al.'s cohort, there was also a female preponderance in our study [8, 9] .
More than half of the HIV infected patients were taking highly active antiretroviral therapy. The therapy itself is an independent risk factor for VTE [6] . This, as well as the high prevalence of HIV in South Africa, underscores our concerns about the exclusion of these risk factors in the major VTE scoring systems, such as the Modified Wells Scoring System, the Revised Geneva Scoring System and the Pulmonary Embolism Rule Out Criteria score [10] [11] [12] . These scoring systems were not utilised in this study's emergency centre when the data from this study were collected. However, these scoring systems are frequently used in the South African clinical setting despite lack of validation in our population.
The modifiable risk factors of smoking and obesity could possibly have been underestimated due to lack of documentation in the patient files. Cheng et al., however, emphasised both of their associations with VTE in their 2013 meta-analysis [13] .
As was the procedure in our hospital, the traditional management of patients with VTE requires hospital admission in order for patients to be started on parenteral heparin (either low molecular weight or unfractionated) and then be bridged to an oral vitamin K antagonist (e.g. warfarin) [1] . Patients are usually kept in hospital until their INR is within the therapeutic range, which may take several days [14] . This is echoed in the 2013 Southern African Society of Thrombosis and Haemostasis guidelines [15] . This model led to a median length of stay of two weeks for our patients. Even with this protracted admission, only 36.5% of patients were discharged with an INR in the therapeutic range, and even though a therapeutic INR was obtained, the time in the therapeutic range for warfarin is commonly only 60-68% [16, 17] . But there are also costs (monetary and health-related) linked to hospital admission that need to be taken into account. Although data were not collected regarding morbidity related to admission, it is known that hospital admission itself is not without negative sequelae such as nosocomial pneumonia, urinary tract infections and bedsores.
The 2013 Southern African Society of Thrombosis and Haemostasis guidelines were released prior to the registration of the VTE, venous thromboembolism; HIV, human immunodeficiency virus; *, four patients were excluded due to lack of documentation; **, patients may have had more than one risk factor; ***, not always documented in the file.
non-vitamin K oral anticoagulants (NOACs) in South Africa [15] . The advent of NOACs, such as dabigatran, rivaroxaban, apixaban and edoxaban has challenged the treatment paradigm. The 2016 American College of Chest Physicians guidelines now recommend the use of NOACs over vitamin K antagonists as primary therapy [18] . There is also increasing evidence to support outpatient management and direct discharge from the emergency centre for lowrisk patients with DVT and/or PE [1, 18, 19] . The largest of these trials will be completed in August 2017 in the United States [20] . Kline et al. showed that patients preferred the autonomy associated with outpatient management [21] . This may also have a knock-on effect leading to better patient compliance. The ramifications of VTE admission, continued INR monitoring and higher incidence of severe bleeding complications needs to be balanced against the higher costs of utilising the newer, safer NOACs for outpatient treatment. Perhaps all these factors combined are sufficient to justify outpatient management of VTE in South Africa? If feasible and economically viable, this could potentially be beneficial for the outpatient management of VTE from the emergency centre in LMICs. Further cost-benefit and outcome-related prospective studies would better answer this question.
These data were collected from 2012 to 2013 prior to the implementation of VTE protocols in the emergency centre. The retrospective nature of this audit made missing data a constraint for analysis, e.g. not all patients may have been asked about all possible risk factors. This was a single centre study making wider applicability limited. Without the benefit of electronic health records or a registry to obtain the data, some VTE patients may have been inadvertently excluded. Data regarding morbidity and mortality were not collected.
Venous thromboembolism presentation to the emergency centre is not common, but the risks associated with the morbidity and mortality related to it makes it important despite its relative scarcity. The prevalence of HIV infection amongst patients with VTE is concerning, not only related to the frequency of the pathology but also due to HIV not being factored into the common VTE risk stratification scores.
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